
The History of Mental Health Care 

Objectives 

Upon completion of this chapter, the student will be able to: 
1. Develop working definitions of mental health and mental 

illness. 

2. List three major factors believed to influence the 

development of mental illness. 

3. Describe the role of the Church in the care of the mentally 

ill during the Middle Ages. 

4. Compare the major contributions made by Philippe Pinel, 

Dorothea Dix, and Clifford Beers to the care of people with 

mental disorders. 

5. Discuss the effect of World Wars I and II on American 

attitudes toward people with mental illnesses. 

Key Terms 

catchment (KACH-mTnt) area (p. 7) 

deinstitutionalization (de-Tn-stT-TOO-shan-lT-ZA-shan) (p. 7) 

demonic exorcisms (de-M6N-ik EK-sor-sTs-ams) (p. 2) 

electroconvulsive therapy (e-lek-tro-kon-VOL-sTv THER-a-pe) 

(ECT) (p. 6) 

health-illness continuum (cun-TTN-u-am) (p. 1) 

humoral (HO-mar-al) theory of disease (p. 2) 

Mental/ emotional health is interwoven with physical 
health. Behaviors relating to health exist over a broad 
spectrum, often referred to as the health-illness con­
tinuum (Fig. 1.1). People who are exceptionally healthy 
are placed at the high-level wellness end of the con­
tinuum, while severely ill individuals fall at the op­
posite end. Most of us, however, function somewhere 
between these two extremes. As we meet with the 
stresses of life, our abilities to cope are repeatedly chal­
lenged, and we strive to adjust in effective ways. 
When stress is physical, the body calls forth its defense 
systems and wards off illness. When stress is emo­
tional or developmental, we respond by creating new 
(and hopefully effective) behaviors. 

Mental health is the ability to "cope with and adjust 
to the recurrent stresses of living in an acceptable 
way" (Mosby, 2013). Mentally healthy people success­
fully carry out the activities of daily living, adapt to 
change, solve problems, set goals, and enjoy life. They 

6. State the major change in the care of people with mental 

illnesses that resulted from the discovery of psychotherapeutic 

drugs. 

7. Describe the development of community mental health 

care centers. 

8. Discuss the shift of patients with mental illness from 

institutional care to community-based care. 

9. Evaluate how congressional actions have affected mental 

health care in the United States. 

lobotomy (lo-BOT-a-me) (p. 6) 

lunacy (LOO-na-se) (p. 3) 

mental health (MEN-ta I) (p. 1) 

mental illness (disorder) (DiS-or-der) (p. 1) 
psychoanalysis (si-ko-a-NAL-i -sTs) (p. 6) 

psychotherapeutic (Sl-ko-THER-a-PO-tTk) drugs (p. 6) 

trephining (tre-PHIN-ing) (p. 2) 

are self-aware, directed, and responsible for their 
actions. Mentally healthy people are able to cope well. 

Mental health is influenced by three factors: in­
herited characteristics, childhood nurturing, and life 
circumstances. The risk for developing ineffective 
coping behaviors increases when problems exist in 
any one of these areas. If behaviors interfere with 
daily activities, impair judgment, or alter reality, an 
individual is said to be mentally ill. Simply, a mental 
illness (disorder) is a disturbance in one's ability to 
cope effectively. There is a rich history with examples 
of changing attitudes toward people with mental 
health problems. 

EARLY YEARS 

Illness, injury, and insanity have concerned humanity 
throughout history. Physical illness and injury were 
easy to detect with the senses. Mental illness (insanity) 
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HEALTH-ILLNESS CONTINUUM 
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Fig. 1.1 The health-illness continuum, ranging from high-level 
wellness to severe illness, provides a method of identifying a client's 
level of health. 

was something different-something that could not be 
seen or felt-and therefore it was feared. 

PRIMITIVE SOCIETIES 

Although the historical record is vague, it can be as­
sumed that some care was given to sick people. Early 
societies believed that everything in nature was alive 
with spirits, and illness was thought to be caused by 
the wrath of evil spirits. Therefore, people with mental 
illnesses were thought to be possessed by demons or 
the forces of evil. 

Treatments for mental illness focused on removing 
the evil spirits. Magical therapies made use of "fright­
ening masks and noises, incantations, vile odors, 
charms, spells, sacrifices, and fetishes" (Kelly, 1999). 
Physical treatments included bleeding, massage, blis­
tering, inducing vomiting, and the practice of 
trephining-cutting holes in the skull to encourage 
the evil spirits to leave. Mentally ill individuals were 
allowed to remain within society as long as their 
behaviors were not disruptive; severely ill or violent 
members of the group were often driven into the wil­
derness to fend for themselves. 

GREECE AND ROME 

Superstitions and magical beliefs dominated thinking 
until the Greeks introduced the idea that mental illness 
could be rationally explained through observation. 
The Greeks incorporated many ideas about illness 
from other cultures. By the 6th century BCE, medical 
schools were well established. The greatest physician 
in Greek medicine, Hippocrates, born in 460 BCE, was 
the first to base treatment on the belief that nature has 
a strong healing force. He felt that the role of the physi­
cian was to assist in, rather than direct, the healing 
process. Proper diet, exercise, and personal hygiene 
were his mainstays of treatment. Hippocrates viewed 
mental illness as a result of an imbalance of humors. 
Each of the fundamental elements- air, fire, water, and 
earth- had a related humor or part in the body; an 
overabundance or lack of one or more humors re­
sulted in illness. This view (the humoral theory of 
disease) persisted for centuries. 

Plato (427-347 BCE), a Greek philosopher, recog­
nized life as a dynamic balance maintained by the 
soul. According to Plato a "rational soul" resided in 

the head and an "irrational soul" was found in the 
heart and abdomen. He believed that if the rational 
soul was unable to control the undirected parts of the 
irrational soul, mental illness resulted. In theory, Plato 
had foreseen Sigmund Freud by almost 2000 years. 

The principles and practices of Greek medicine be­
came established in Rome around 100 BCE, but most 
physicians still believed that demons caused mental 
illness. The practice of frightening away evil spirits to 
cure mental illness was reintroduced and its use con­
tinued well into the Middle Ages. The Romans showed 
little interest in learning about the body or mind. Most 
Roman physicians "wanted to make their patients 
comfortable by pleasant physical therapies" (Alexander 
and Selesnick, 1966) such as warm baths, massage, 
music, and peaceful surroundings. 

By 300 CE, "six epidemics killed hundreds of thou­
sands of people and desolated the land" (Alexander 
and Selesnick, 1966). Churches became sanctuaries for 
the sick, and soon hospitals were built to accommo­
date the sufferers. By 370 CE, Saint Basil's Hospital in 
England offered services for sick, orphaned, crippled, 
and mentally troubled people. 

MIDDLE AGES 

Dark Ages 
From about 500 CE to 1100 CE, priests cared for the sick 
as the Church developed into a highly organized and 
powerful institution. Early Christians believed that 
"disease was . . . punishment for sins, possession by 
the devil, or the result of witchcraft" (Ackerknecht, 
1968). To cure mental illness, priests performed 
demonic exorcisms, religious ceremonies in which pa­
tients were physically punished to drive away the evil 
possessing spirit. Fortunately, Christian charity tem­
pered these practices as members of the community 
cared for the mentally ill with concern and sympathy. 

As time passed, medieval society declined. Re­
peated attacks from barbaric tribes led to chaos and 
moral decay. Epidemics, natural disasters, and over­
whelming taxes wiped out the middle class. Cities, 
industries, and commerce disappeared. "The popula­
tion declined, crime waves occurred, poverty was 
abysmal, and torture and imprisonment became prom­
inent as civilization seemed to slip back into semi­
barbarianism" (Donahue, 1996). Only monasteries 
remained as the last refuge of care and knowledge. 

Throughout the Middle Ages, medicine and reli­
gion were interwoven. However, by 1130 CE laws were 
passed forbidding monks to practice medicine because 
it was considered too disruptive to their way of life. As 
a result, responsibility for the care of sick people once 
again fell to members of the community. 

In the late 1100s, a strong Arabic influence was felt 
in Europe. The Arabs had retained and improved 
upon the Greek legacy; they had an extensive knowl­
edge of drugs, mathematics, astronomy, and chemis­
try, as well as an awareness of the relationship between 



emotions and disease. The Arabic influence resulted in 
the establishment of learning centers, called universi­
ties. Many were devoted to the study of medicine, 
surgery, and care of the sick. 

Problems of the mind, however, received only spiri­
tual attention. Church doctrine still stated that if a 
person was insane, it must be the result of some exter­
nal force-for example, the moon. Thus the term lunacy 
was coined and "literally means a disorder caused by a 
lunar body" (Alexander and Selesnick, 1966). In time, 
large institutions were established, and mentally ill in­
dividuals were herded into "lunatic asylums." Magic 
was still used to explain the torments of the mind. A 
few church scholars even suggested that witches might 
be the source of human distresses. 

Superstitions, Witches, and Hunters 
The Church's doctrine of imposed celibacy failed to 
curtail many of the clergy's sexual behaviors, and so 
began an antierotic movement that focused on women 
as the cause of men's lust. Women were thought to be 
carriers of the devil because they stirred men's pas­
sions. "Psychotic women with little control over voic­
ing their sexual fantasies and sacrilegious feelings 
were the clearest examples of demoniacal possession" 
(Alexander and Selesnick, 1966). This campaign, in 
tum, flamed the public's mounting fear of mentally 
troubled people. 

Witch-hunting was officially launched in 1487 with 
the publication of the book The Witches' Hammer, a 
textbook of both pornography and psychopathology. 
Soon after, Pope Innocent Vill and the University of 
Cologne voiced support for this "textbook of the In­
quisition." As a result of this one publication, men, 
women, children and mentally ill persons were tor­
tured and burned at the stake by the thousands. There 
were few safe havens during these troubled times. 

TI1e first English institution for mentally ill people 
was initially a hospice founded in 1247 by the sheriff 
of London. By 1330, Bethlehem Royal Hospital had 
developed into a lunatic asylum that eventually be­
came infamous for its brutal treatments. Violently ill 
patients were chained to walls in small cells and often 
provided "entertainment" for the public. Hospital staff 
would charge fees for their "tourist attractions" and 
conduct tours through the institution. Less violent pa­
tients were forced to wear identifying metal armbands 
and beg on the streets. Insane people were harshly 
treated in those times, but Bethlehem Royal Hospital, 
commonly called Bedlam (Fig. 1.2), was preferable to 
burning at the stake. 

By the middle of the 14th century, the European con­
tinent had endured several devastating plagues and 
epidemics. One quarter of the earth's population, more 
than 60 million people, perished from infectious dis­
eases during this period. The feudal system lost power 
and declined. Cities began to flourish and housed a 
growing middle class. "Luxury and misery, learning 

The History of Mental Health Care CHAPTER 1 

Fig. 1.2 Bethlehem Royal Hospital in London. (William Hogarth, The 
Rake in Bedlam, c. 1735. From the series titled The Rake's Progress. 
Copyright The British Museum, London.) 

and ignorance existed side by side" (Donallue, 1996). 
Society was at last beginning to demand reforms. How­
ever, as the age of art, medicine, and science dawned, 
the hunting of "witches" became even more popular. It 
was a time of great contradictions. 

THE RENAISSANCE 

The Renaissance began in Italy around 1400 and spread 
throughout the European continent within a century. 
Upheavals in economics, politics, education, and com­
merce brought . the real world into focus, and the 
power of the Church slowly declined as an intense in­
terest in material gain and worldly affairs developed. 
At the same time, the medieval view of a sinful, naked 
form changed into a celebration of the human form by 
artists such as da Vinci, Raphael, and Michelangelo. 
Thousand-year-old anatomy books were replaced by 
realistic anatomic drawings. Observation, rather than 
ancient theories, revolutionized many of the ideas of 
the day. 

Sixteenth-century physicians, relying on observa­
tion, began to record what they saw. Mental illness 
was at last being recognized without bias. By the mid-
1500s, behaviors were accurately recorded for melan­
cholia (depression), mania, and psychopathic person­
alities. Precise observations led to classifications for 
different abnormal behaviors. Mental problems were 
now thought to be caused by some sort of brain 
disorder-except in the case of sexual fantasies, which 
were still considered to be God's punishment or the 
result of possession by the devil. However, despite 
great advances in knowledge, the actual treatment of 
mentally troubled people remained inhumane. 

THE REFORMATION 

Another movement that influenced the care of the 
sick-the Reformation- occurred in 1517. People 
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were displeased with the conduct of the clergy and 
the widespread abuses occurring within the Catholic 
Church. Martin Luther (1483-1546), a dissatisfied 
monk, and his followers broke away from the 
Catholic Church and became known as Protestants. 
As a result of this separation, many hospitals oper­
ated by the Catholic Church began to close. Once 
again the pc5br, sick, and insane were turned out into 
the streets . 

SEVENTEENTH CENTURY 

During the 17th and 18th centuries, developments in 
science, literature, philosophy, and the arts laid the 
foundations for the modern world. Reason was slowly 
beginning to replace magical thinking, but a strong 
belief in demons persisted. 

The 1600s produced many great thinkers. Knowl­
edge of the secrets of nature brought a sense of self­
reliance. However, many people were uncomfortable, 
so they once again moved toward the security of 
witch-hunting as a means of protecting themselves 
from the unexplainable. 

It was during the 17th and 18th centuries that con­
ditions for mentally ill individuals were at their worst. 
While physicians and theorists were makmg observa­
tions and speculations about insanity, patients were 
bled, starved, beaten, and purged into submission. 
Treatments for the mentally troubled remained in this 
unhappy state until the late 1700s. 

EIGHTEENTH CENTURY 

During the latter part of the 18th century, psychiatry 
developed as a separate branch of medicine. Inhu­
mane treatment and vicious practices were openly 
questioned. In 1792, Philippe Pinel (1745-1826), the 
director of two Paris hospitals, liberated patients from 
their chains "and advocated acceptance of the men­
tally ill as human beings in need of medical assistance, 
nursing care, and social services" (Donahue, 1996). 
During this period, the Quakers, a religious order, 
established asylums of humane care in England. 

In the American colonies, the Philadelphia Alms­
house was erected in 1731; it accepted sick, infirm, and 
insane patients as well as prisoners and orphans. In 
1794 Bellevue Hospital in New York City was opened 
as a pesthouse for the victims of yellow fever and by 
1816 it had enlarged to contain an almshouse for poor 
people, wards for the sick and insane, staff quarters, 
and even a penitentiary. 

Unfortunately, the care and treatment of people 
with mental illness remained as harsh and indifferent 
in the United States as it was in Europe. The practice 
of allowing poor people to care for mentally ill indi­
viduals continued well into the late 1800s and was 
only slowly abandoned. Actual care of mentally ill 
persons in the United States did not begin to improve 
until the arrival of Alice Fisher, a Florence Nightingale­
trained nurse, in 1884. 

By the close of the 18th century, treatments for 
people with mental illness still included the medieval 
practices of bloodletting, purging, and ·confinement 
(Fig. 1.3). Newer therapies included demon-expelling 
tranquilizing chairs (Fig. 1.4) and whirling devices 
(Fig. 1.5). The study of psychiatry was in its infancy, 
and those who actually cared for insane people still 
relied heavily on the methods of their ancestors. 

Fig. 1.3 A patient in chains in Bedlam, London's notorious 
Bethlehem Royal Hospital. (Courtesy US National Library of 
Medicine, Bethesda, MD.) 

Fig. 1.4 Tranquilizing chair. (Courtesy US National Library of Medicine, 
Bethesda, MD.) 



Fig. 1.5 Circulating swing and bed. (Redrawn from US National Library 
of Medicine, Bethesda, MD.) 

NINETEENTH-CENTURY UNITED STATES 

By the early 1800s the Revolutionary War had ended, 
and the United States was a growing nation. Changes 
that occurred during this century had an enormous 
effect on the care of the mentally ill population. 

One of the most important figures in 19th-century 
psychiatry was Dr. Benjamin Rush, a crusader for the 
insane. Dr. Rush (1745-1813) graduated from Princeton 
University at 15 years of age. By the time he was 31, 
he had been a professor of chemistry and medicine 
and a chief surgeon in the Continental Army; he was 
also a signatory of the Declaration of Independence. 
His book Diseases of the Mind was the first psychiatric 
text written in the United States. In it, he advocated 
clean conditions (good air, lighting, and food) and 
kindness. As a result of Rush's efforts, mentally trou­
bled people were no longer caged in the basements of 
general hospitals. However, only a few institutions for 
insane persons were actually available in the United 
States at this time. Mildly affected people were com­
monly sold at slave auctions, whereas the more vio­
lent remained in asylums that were a combination of 
zoo and penitentiary. 

During the 1830s, attitudes toward mental illness 
slowly began to change. The "once insane, always in­
sane" concept was being replaced by the notion that 
cure might be possible. A few mental hospitals were 
built, but the actual living conditions for most patients 
remained deplorable. 

It was not until 1841 that a frail 40-year-old school­
teacher exposed the sins of the system. Dorothea Dix 
was contracted to teach Sunday school at a jail in 
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Massachusetts. While there, she saw both criminals 
and mentally ill prisoners living in squalid conditions. 
For the next 20 years, Dix surveyed asylums, jails, and 
almshouses throughout the United States, Canada, 
and Scotland. It was not uncommon for her to find 
mentally ill people "confined in cages, closets, cellars, 
stalls, and pens ... chained, naked, beaten with rods 
and lashed into obedience" (Dolan, 1968). 

Dorothea Dix presented her findings to anyone who 
would listen. Her untiring crusade had results that 
shook the world. The public became so aroused by 
Dix's efforts that millions of dollars were raised, more 
than 30 mental hospitals were constructed throughout 
the United States, and care of the mentally ill greatly 
improved. 

By the late 1800s, a two-class system of psychiatric 
care had emerged: private care for the wealthy and 
publicly provided care for the remainder of society. 
The newly constructed mental institutions were 
quickly filled, and soon chronic overcrowding began 
to strain the system. Cure rates fell dramatically. The 
public became disenchanted, and mental illness was 
once again viewed as incurable. Only small, private 
facilities that catered to the wealthy had some degree 
of success. State facilities had evolved into large, re­
mote institutions that became completely self-reliant 
and removed from society. 

By the close of the 19th century, many of the gains 
in the care for the mentally ill population had been 
lost. Overpopulated institutions could offer no more 
than minimal custodial care. Theories of the day gave 
no satisfactory explanations about the causes of men­
tal problems, and current treatments remained ineffec­
tive. It was a time of despair for mentally troubled 
people and those who cared for them. 

TWENTIETH CENTURY 

The 1900s were ushered in by reform movements; po­
litical, economic, and social changes were beginning. 
For the first time in history, disease prevention was 
emphasized. For the mentally ill population, however, 
conditions remained intolerable until 1908, when a 
single individual began his crusade. 

Clifford Beers was a young student at Yale Univer­
sity when he attempted suicide. Consequently, he spent 
3 years as a patient in mental hospitals in Connecticut. 
On his release in 1908, Beers wrote a book, A Mind That 
Found Itself, that would set the wheels of the mental 
hygiene movement in motion. In it he recounted the 
beatings, isolation, and confinement of a mentally 
ill person. As a direct result of Been?s work, the Com­
mittee for Mental Hygiene was formed in 1909. In addi­
tion to prevention, the group focused on removing 
the stigma attached to mental illness. Under Beers's 
energetic guidance, the movement grew nationwide. 
The social consciousness of a nation had finally been 
awakened. 

I 
I 
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PSYCHOANALYSIS 

In the early 1900s, a neurophysiologist named Sig­
mund Freud published the article that introduced the 
term psychoanalysis to the world's vocabulary. Freud 
believed that forces both within and outside the per­
sonality were responsible for mental illness. He devel­
oped elaborate theories around the theme of repressed 
sexual energies. Freud was the first person who suc­
ceeded in "explaining human behavior in psychologic 
terms and in demonstrating that behavior can be 
changed under the proper circumstances" (Alexander 
and Selesnick, 1966). The first comprehensive theory 
of mental illness based on observation had emerged, 
and psychoanalysis began to gain a strong hold in 
America (see Chapter 5). 

INFLUENCES OF WAR 

By 1917 the United States had entered World War I. 
Men were drafted into service as rapidly as they could 
be processed, but many were considered too "mentally 
deficient" to fight. As a result, the federal government 
called on Beers's Committee for Mental Hygiene to 
develop a master plan for screening and treating men­
tally ill soldiers. The completed plan included meth­
ods for early identification of problems, removal of 
mentally troubled personnel from combat duty, and 
early treabnent close to the fighting front. The commit­
tee also recommended that psychiatrists be assigned to 
station hospitals to treat combat veterans with acute 
behavioral problems and should provide ongoing psy­
chiatric care after soldiers returned to their homes. 

A renewed interest in mental hygiene was sparked 
by the war. During the 1930s, new therapies for treat­
ing insanity were developed. Insulin therapy for 
schizophrenia induced 50-hour comas through the 
administration of massive doses of insulin. Passing 
electricity through the patient's head (electroconvul­
sive therapy [ECT]) helped to improve severe depres­
sion, and lobotomy (a surgical procedure that severs 
the frontal lobes of the brain from the thalamus) 
almost eliminated violent behaviors. A new class of 
drugs that lifted spirits of depressed people, the am­
phetamines, was introduced. All these therapies im­
proved behaviors and made patients more receptive to 
Freud's psychotherapy. Public interest was renewed, 
and in 1937 Congress passed the Hill-Burton Act, 
which funded the construction of psychiatric units 
throughout the United States. 

From 1941 to 1945, the United States was immersed 
in World War II. Many draftees were still rejected for 
enlisbnent because of mental health problems. A large 
number of soldiers received early discharges based on 
psychiatric disorders, and many active-duty personnel 
received treatment for psychiatric problems. 

In 1946, Congress passed the National Mental 
Health Act, which provided funding for programs in 

research, training of mental health professionals, 
and expansion of state mental health facilities. By 
1949, the National Institute of Mental Health was 
organized to provide research and training related 
to mental illness. New approaches to the care of the 
mentally ill population (the therapeutic community 
movement, family care, halfway houses) sparked the 
public's enthusiasm. 

The Korean War of the 1950s, the Vietnam War of 
the 1960s and 1970s, and other armed conflicts contrib­
uted significant knowledge to the understanding of 
stress-related problems. Posttraumatic stress disorders 
became recognized among soldiers fighting wars. To­
day, stress disorders are considered the basis of many 
emotional and mental health problems. 

INTRODUCTION OF PSYCHOTHERAPEUTIC 
DRUGS 

Psychotherapeutic drugs are chemicals that affect the 
mind. These drugs alter emotions, perceptions, and 
consciousness in several ways. They are used in com­
bination with various therapies for treating mental 
illness. Psychotherapeutic drugs are also called psy­
chopharmacologic agents, psychotropic drugs, and 
psychoactive drugs. 

"By the 1950s, more than half the hospital beds in 
the United States were in psychiatric wards" (Taylo1~ 
1994). Patients were usually treated kindly, but effec­
tive therapies were still limited. Treatments consisted 
of psychoanalysis, insulin therapy, electroconvulsive 
(shock) therapy, and water /ice therapy. More violent 
patients were physically restrained in straitjackets or 
underwent lobotomy. Drug therapy consisted of seda­
tives (chloral hydrate and paraldehyde), barbiturates 
(phenobarbital), and amphetamines that quieted 
patients but did little to treat their illnesses. 

In 1949, an Australian physician,,John Cade, dis­
covered that lithium carbonate was effective in con­
trolling the severe mood swings seen in bipolar 
(manic-depressive) illness. With lithium therapy, 
many chronically ill clients were again able to lead 
normal lives and were released from mental institu­
tions. Encouraged by the apparent success of lithium, 
researchers began to explore the possibility of con­
trolling mental illness using various new drugs. 

Chlorpromazine (Thorazine) was introduced in 
1956 and proved to control many of the bizarre behav­
iors observed in schizophrenia and other psychoses 
(Keltner and Folks, 2005). The 1950s concluded with 
the introduction of imipramine, the first antidepres­
sant. Soon other drugs, such as antianxiety agents, 
became available for use in treatment. 

As more patients were able to control their behav­
iors with drug therapy, the demand for hospitalization 
decreased. Many people with mental disorders could 
now live and function outside institutions. At this 
time, the federal government began the movement 



called deinstitutionalization, the release of large mun­
bers of mentally ill persons into the community. Toil­
lustrate, 560,000 patients were cared for in state hospi­
tals in 1955. By 1994, the number of institutionalized 
patients had dropped to fewer than 120,000 people. 
Today, fewer than 38,000 psychiatric beds remain in 
the United States (Fuller, et al, 2016). The introduction 
of psychotherapeutic drugs opened the doors of insti­
tutions and set the stage for a new delivery system: 
community mental health care. 

The 1960s were filled with social changes. With the 
introduction of psychotherapeutic drugs came the 
concept of the "least restrictive alternative." If patients 
could, with medication, control their behaviors and 
cooperate with treatment plans, then the controlled 
environment of the institution was no longer neces­
sary. It was believed that people with mental disorders 
could live within their communities and work with 
their therapists on an outpatient basis. 

CONGRESSIONAL ACTIONS 

As the population of people with mental illnesses 
shifted from the institution to the community, the de­
mand for community mental health services expanded. 
To meet this demand, the federal government acted to 
establish a nationwide network of community mental 
health centers. 

The Community Mental Health Centers Act was 
passed by Congress in October 1963. This act was de­
signed to support the construction of mental health 
centers in communities throughout the United States. 
At these centers, the needs of all people experiencing 
mental or emotional problems, as well as those of 
acute and chronic mentally ill people, would be met. 
Physicians (psychiatrists), nurses, and various thera­
pists would develop therapeutic relationships with 
clients and monitor their progress within the commu­
nity setting. Each center was to provide comprehen­
sive mental health services for all residents within a 
certain geographic region, called a catchment area. 

It was believed that community mental health cen­
ters would provide the link in helping mentally ill 
people make the transition from the institution to the 
community, thus meeting the goal of humane care de­
livered in the least restrictive way. Passage of the 
Medicare/Medicaid Bill of 1965, combined with the 
Community Mental Health Centers Act, led to the re­
lease of more than 75% of institutionalized mentally ill 
p ersons into the community. Unfortunately, most 
chronically mentally ill people were "dumped" into 
their communities before realistic strategies, programs, 
and facilities were in place. 

Community mental health centers expanded 
throughout the 1970s, but funding was inadequate 
and sporadic. Demands for services overwhelmed the 
system and non- revenue-generating services (preven­
tion and education) were eliminated. Services for the 
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general public dwindled and many centers began to 
close their doors. Finally, in 1975, Congress passed 
amendments to the Community Mental Health 
Centers Act that provided funding for community 
centers based on a complex set of guidelines. The 
President's Commission on Mental Health was 
established in 1978 by President Jimmy Carter. Its 
task was to assess the mental health needs of the na­
tion and recommend possible courses of action to 
strengthen and improve existing community mental 
health efforts. The commission's final report resulted 
in 117 specific recommendations grouped into four 
broad areas: coordination of services, high-risk popu­
lations, flexibility in planning services, and least 
restrictive care alternatives. 

In 1980, Congress passed one of the most progres­
sive mental health bills in history. The Mental Health 
Systems Act addressed community mental health 
care and clients' rights, and established priorities for 
research and training. However, before the recom­
mendations could be nationally implemented, the 
United States elected a new president, and mental 
health reform changed dramatically. 

Just as legislation that comprehensively dealt with 
mental health issues was about to be enacted, the po­
litical climate changed. Federal funding for all mental 
health services was drastically reduced. The passage 
of the Omnibus Budget Reconciliation Act (OBRA) 
of 1981 essentially repealed the Mental Health Sys­
tems Act. This resulted in block grant funding where 
each state received a "block" or designated amount of 
federal money. The state then determined where and 
how the money was spent. Unfortunately, many states 
proved less committed to mental health with the use of 
their block grant money. As a result, many hospital­
ized mentally ill people (especially the older adult 
population) were transferred to less appropriate nurs­
ing homes or other community facilities. 

When the Omnibus Budget Reconciliation Act of 
1987 was passed, people with chronic mental prob­
lems could no longer be inappropriately "ware­
housed" in nursing homes or other long-term facili­
ties, and many were discharged to the streets. As 
concern for a rapidly expanding federal budget defi­
cit grew, funding for mental health care dwindled. 
By the late 1980s, funding was curtailed for most 
inpatient psychiatric care. Following the trend, most 
insurance companies withdrew their coverage for 
psychiatric care. See Table 1.1 for a brief history of 
mental health care. 

TWENTY-FIRST CENTURY 

In 2006, the National Alliance for Mental Illness 
(NAMI) conducted the "first comprehensive survey 
and grading of state adult mental health care systems 
conducted in more than 15 years" (NAMI, 2006). The 
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. 
HISTORY AT A GLANCE VIEW OF MENTAL ILLNESS EVENTS 
Greece and Rome Imbalance of humors Plagues, the Church cared for mentally ill 

Middle Ages Demonic possession Bedlam institution for mentally ill, 1247; witch-hunts 

Renaissance Brain disorder, possession by devil Treatment remains inhumane 

Reformation • Demonic possession, some reasoning Church stopped caring for the sick 

17th and 18th centuries Demonic possession Quakers opened asylums 
Pine! advocated humane care 
Treatment remained harsh 

19th century Disease of the mind, may be curable D. Dix advocated humane care 

20th century Freud's psychoanalytic theories, 
behavior can be changed 

21 st century Biochemical imbalances 

results revealed a fragmented system with an overall 
grade of D. Recommendations focused on increased 
funding, availability of care, access to care, and greater 
involvement of consumers and their families. 

Today many of our population's most severely 
mentally ill people still wander the streets in abject 
poverty and homelessness as a result of federal and 
state funding cuts. Community mental health centers 
have closed their doors or drastically redu ced their 
services. Federal funding is limited to block grants 
(for all health care) to each state. The original goals of 
comprehensive care, education, rehabilitation, preven­
tion, training, and research were lost in the efforts to 
curtail costs. 

To address the growing lack of m ental health 
care, Congress passed the Mental Health Parity and 
Addiction Equity Act of 2008. This bill required in­
surance coverage for mental health and substance 
use conditions that was equal to the coverage for 
medical problems. Under the Affordable Care Act of 
2010, all insurers are required to cover 10 Essential 
Health Benefit groups; mental health problems are 

8. Rush wrote first text on mental illness 
Two-class system of private and public care 

World Wars I and II advance study of mental illness 
Psychotherapeutic drugs introduced 
Mentally ill were deinstitutionalized 

Lawmakers defining nat ional health policies 
Physical causes of mental illness investigated 

included conditions. It is estimated that the Afford­
able Care Act will include "federal parity protection 
to 62 million Americans" (Beronio, Po, Skopec, and 
Glied, 2013). 

Currently, lawmakers in the United States are work­
ing to define a new national health policy. Models for 
delivering cost-effective health care are being investi­
gated, but no comprehensive plan is yet in place. 
Other countries, such as Canada, the United Kingdom, 
and Australia, are faced with similar mental health 
care issues. It is in all of our best interests to accept 
the challenge of providing for our societies' mental 
and physical health care needs. The Critical Thinking 
exercise offers something to consider. 

fJ Critical Thinking 

• What do you think are the most important services in 
a national health care plan? 

• What priority would you give to care of people with 
mental illness? 

• 



Key Points 

• Mental health is the ability to cope with and adapt to the 
stresses of everyday life. 

• Mentally healthy people are self-aware, directed, and 
responsible for their actions. 

• Mental illness is an inability to cope that results in 
impaired functioning. 

• Mental health is influenced by inherited characteristics, 
childhood nurturing, and life circumstances. 

• The causes and treatments of mental illness were 
based in superstition, magical beliefs, and demonic 
possession from primitive societies into the 1800s. 

• Priests cared for the sick and exorcised demons, but men­
tally troubled people were treated with care by the Christian 
community during the Middle Ages. 

• By the late Middle Ages, large asylums housed the 
insane, and the belief that witches were the carriers of the 
devil led to the burning of thousands of men, women, chil­
dren, and mentally ill people. 

• By the 1500s, psychotic behaviors were being accurately 
observed and recorded, but the Reformation movement 
returned many insane people to the streets as church 
sanctuaries closed. 

• During the 1800s, Americans Dr. Benjamin Rush and Dor­
othea Dix crusaded for the humane care of mentally ill 
people. 

• Standards for the care of the insane population 
improved during the mid-1 B00s until huge waves of peo­
ple overwhelmed the mental health care system, causing 
the conditions to deteriorate. 

• A book written by Clifford Beers about his experience as a 
mental patient set the mental hygiene movement 
of the early 1900s into motion. 

• By the 1920s, Sigmund Freud's psychoanalytic 
theories became a popular method for treating 
emotional problems. 

• The First and Second World Wars pointed out the 
need for comprehensive mental health care. 

• With the introduction of psychotherapeutic drug 
treatment, many psychiatric institutions closed. 

• Community mental health centers were built during 
the 1970s, but a change in political climate left the 
project uncompleted and 
countless mentally ill people without treatment. 

• Today many legislative changes again challenge us to de­
velop comprehensive, cost-efficient care for society's 
mentally ill members. 

The History of Mental Health Care CHAPTER 1 

Additional Learning Resources 

[SGJ Go to your Study Guide for additional learning activities 
to help you master this chapter content. 

Go to your Evolve website (http://evolve.elsevier.com/Morrison­
Valfre/) for additional online resources. 

Questions for the NCLEX® Examination 

1. During the Dark Ages, demonic exorcisms were 
performed as a result of the belief that mental illness 
was punishment for sins, the result of witchcraft, 
or caused by: 
1. Imbalance of fundamental elements 
2. Possession by the devil 
3. Rational soul controlling the irrational soul 
4. Chemical imbalances within the body 

2. In the early 1800s, Dr. Benjamin Rush wrote the first psy­
chiatric text, Diseases of the Mind, in which he 
advocated which conditions for the mentally ill? 
Select all that apply. 
1. Kindness 
2. Clean conditions 
3. Good air, lighting, and food 
4. Proper administration of psychotherapeutic drugs 
5. Tranquilizing chairs 

3. If a person's behaviors interfere with daily activities, 
impair judgment, or alter perception of reality, this 
person is considered to be: 
1. Confused 
2. Disoriented 
3. Mentally healthy 
4. Mentally ill 

4. The neurophysiologist Sigmund Freud is credited with in­
troducing which concept in the early 1900s? 
1. Psychoanalysis 
2. Insanity 
3. Lunacy 
4. Mental illness 

5. According to the concept of the health-illness continuum, 
which actions can mentally healthy individuals do? Select 
all that apply. 
1. Avoid stressors during activities of daily living. 
2. Respond to stress with effective behaviors. 
3. Develop effective coping mechanisms. 
4. Set realistic goals for themselves. 
5. Take no responsibility for their own actions. 




